Efficacy of clinical guidelines to improve patient care is highly dependent on the ability of hospital teams to interpret and implement advised standards of care. Trimester and bi-annual rotation changes often see transference and loss of acquired experience and knowledge from wards with ensuing shortfalls in patient safety and care quality. Such shortfalls were noticed in the ability of our unit to adhere to national venous thromboembolism (VTE) prophylaxis measures. A prospective quality improvement audit was embarked upon to address this.
Problem
Prophylaxis for venous thromboembolic (VTE) complications in surgical patients is a well established concept. The rationale for prophylaxis is based on its efficacy, the high prevalence of DVT in surgical patients and the often extensive morbidity and mortality associated with it. Specifically in orthopaedics, this relates to a 60 to 80% overall reduction in DVT development in major operations/ fractures. [1] Effective prophylaxis requires a dynamic understanding of indications, precautionary uses and contra-indications by medical and nursing staff; not all surgical patients need prophylaxis, not all patients are suitable recipients. Problems arise where the prescription and administration of, and general adherence to, VTE prophylactic measures fall short of practised standards.
Shortcomings of such standards were noticed upon the surgical unit from which this audit originated.
Background
Like any hospital, the junior and middle grade rotas at Monklands While induction to the ward for new trainees is informative covering a plethora of topics, the timescale for which it can feasibly be undertaken is limited by the requirements of the unit to maintain routine service. As such, certain areas of patient care of specific importance to surgical patients, such as VTE prophylaxis, are covered with assumed knowledge of local standards.
Errors were noticed in the unit's compliance with expected VTE prophylactic measures. A prospective quality improvement audit was embarked upon under the guidance of a trauma and orthopaedic consultant, aimed at identifying areas of error and facilitating a sustainable solution. Guidelines for VTE prophylaxis are set at a national level as advised by Scottish Intercollegiate Guidelines Network (SIGN) guideline 122. [2] As well as detailing optimal VTE prophylaxis, the guidelines also list risk factors for developing venous thromboembolism and contraindications of specific prophylactic measures. In summary, patients should be: 
Baseline measurement
An initial audit of all emergency trauma admissions was undertaken. A six point checklist was compiled noting measures considered critical in the compliance of VTE prophylaxis.
Practice was deemed compliant if: Only scores of 7/7 were deemed compliant. Elective patients were excluded from the study. (VTE prophylaxis regimens in elective arthroplasty patients being subject to varying degrees of consultant preference). In total 112 patients were audited for medical and mechanical VTE prophylactic measures over a four week period.
The result was poor, with just 71% of patients managed appropriately. The audit identified several areas of error: 
Results
Following the success of the audit, the audit cycle was deemed complete after re-audit 4 (showing 100 compliance to national VTE prophylaxis measures). Limited futher assessment was required due to there being a stable framwork in situ for future rotations of junior doctors to maintain the gains in patient safety and quality of care achieved from the rotation.
To ensure the audit continued it's success, a spot audit, using the same framework as before, was taken six months later in the year showing 100% compliance.
measures vs time"

Lessons and limitations
This foundation doctor led audit was undertaken after significant An alternative hypothesis suggested in the text, and one more apt to this study, is that: to improve standards of patient care and safety, we must better understand the way in which healthcare professionals prepare their practice and overcome hazards. This theory praises the human ability to prevail in clinical scenarios with unfavourable outcomes, citing lateral thinking and creativity when faced with adversity as the strength behind patient safety.
Relating this specifically to the provision of adequate of VTE prophylaxis, theory and observed clinical practice have shown that by better understanding medical/nursing staff's knowledge of a specific area of medicine, we can address shortcomings, educate to better standards of card and improve outcome. This is illustrated by the significant improvement in VTE compliance following identification and discussion of errors in practice. By supplementing practitioners' knowledge and skills set, we help better prepare them for the potential clinical challenges they face.
The style of audit used with continuous review permits for education through the principle of active repetition. Originally described by Professor C A Mace in his 1932 work 'The Psychology of Study', the theory suggests humans learn better while having knowledge "drilled" into memory. [5] By re-auditing and permitting the opportunity for reflection of practice, we re-explore the aims of our study and the underlying clinical knowledge that supports it.
Conclusion
Quality improvement projects are effective tools for self regulation and improvement of patient care. Continuous self assessment as an individual, of a team, or collectively as a service is key to the evolution of the level of care we are able to provide patients. While rotational changes for medical personal are key to continuing clinical development, consideration must be given to periods of staff transitions to ensure best medical practice is maintained. Since changes in practice can fall by the wayside, continuous re-review is a more effective audit strategy that improves the value of quality improvement projects and ultimately patient care and safety.
